Black infant deaths for the same period increased by 1%. 1 However, following the enactment of Medicaid, between 1960 and 1990 the white infant mortality rate decreased by 72%, and black infant mortality rates fell by 66%. 3 Despite declines in infant mortality for minority and white populations, black/white differences still persist. In 1995, infant mortality for whites was 6.3 per 1,000 live births. The rate among blacks was 15.1 per 1,000 live births. 3 Utilization of health care services by minorities has increased since the mid1960s. Prior to 1965, despite poorer health status, low-income blacks and other minorities visited physicians an average of 3.1 times a year compared to 4.7 times for whites. By 1976, average physician visits among both poor minorities and whites had increased. Whites had an average of 5.7 visits per year, while blacks and other minorities averaged 5 visits. 1 Gaps still persist according to race and ethnicity, however, in the number of physician contacts for children under age 5. In 1994, white children averaged 7 visits compared with 5 visits for black children. 3 Despite advances, differences in health status and access still remain. Minority children are still at increased risk for acute and chronic illness, primarily because they live in adverse conditions linked to poverty. Hispanic and black children, for example, are more likely to be underimmunized. In 1995, 68% of Hispanic infants and 70% of black infants between 19 and 35 months received the recommended combined series of vaccinations. However, 77% of white infants were immunized. 3 Black children represent a disproportionate share of pediatric acquired immunodeficiency syndrome (AIDS) cases. In 1995, of the total number of children diagnosed with AIDS at age 13, 60% were black, 20% were Hispanic, 19% were white, and the remainder were Native American or Pacific Islander. 3 Asthma continues to be a serious chronic condition affecting children living in inner cities.
Being poor and black are significant risk factors for asthma-related mortality. 4 Table I shows sizable differences in death rates across racial and ethnic groups for children under age 5. Black males and females have the highest death rates, followed by Hispanic males and females.
Although Medicaid has made sizable contributions in improving minority health, disparities in health across racial and ethnic groups still remain. This paper examines the impact Medicaid has on access to health care services among low-income minority children. The report begins with a discussion of the program's coverage and benefits. Then, a summary of research demonstrating how Medicaid has improved access and coverage for children--particularly minority children--is presented. Data from The Kaiser~Commonwealth Five State Low Income There is little doubt that the presence of health insurance greatly enhances an individual's ability to seek and utilize health care services. Analyses dating as far back as 1969 showed that public assistance* recipients had higher rates of health services utilization than other low-income respondents did. 9
A review of the literature conducted by the US General Accounting Office in 1997 concluded that *In this study, public assistance was used as a crude proxy for receipt of Medicaid benefits.
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9 Uninsured children are less likely to have an established relationship with a primary care doctor and to have received primary and preventive care.
9 Uninsured children receive less care when injured or ill.
9 Uninsured children are hospitalized more frequently due to a lack of primary care.
9 Uninsured children receive unequal care when hospitalized.
9 Uninsured children with chronic conditions receive less care. offices and instead receive care from clinics, outpatient departments, and emergency rooms. Continuity of care among Medicaid children also is jeopardized because they tend to see different providers for routine and sick careJ 6
With respect to Medicaid's specific effect on minorities, there is little evidence services.* The states included in the survey (Florida, Minnesota, Oregon, Tennessee, and Texas) were selected because they had adopted innovative approaches to insuring low-income families.t The survey was fielded in late 1995 and early
1996.
The vast majority of privately insured and publicly insured children have an identified doctor or health professional they see when they are sick and in need of medical attention (Fig. 1) . Minority parents across all insurance categories are less likely to report that their child has an identified provider. Among privately insured children, blacks are slightly less likely to have a particular doctor than whites. However, differences in the likelihood of having a particular doctor are more pronounced between children with Medicaid and the uninsured. This trend is particularly disturbing among the uninsured; only half of low-income Hispanic children have an identified provider compared with 70% of white low-income children.
Although most of the children in the survey have a particular doctor or health care professional, fewer than half of low-income children report that they see this particular doctor at a private physician's office (Fig. 2) . Low-income children with private health insurance, especially black and Hispanic children, are more *Child race assignment was based on the reported race of the parent. For all insurance groups, parents of black and Hispanic children reported a greater reliance on sites of care other than physician's offices and clinics compared to white parents (Fig. 3) . For example, 21% of uninsured Hispanic children reported that hospital outpatient departments and emergency rooms are their regular sites of care compared with 8% of uninsured white children. These other sites of care are not ideal because they are less likely to provide continuous care, an important element in effective health care delivery. Figure 4 shows that health insurance improves access for low-income children.
Insured children are less likely to experience not getting or difficulty in obtaining routine care, emergency care and vision and hearing and dental services.
There is variation in parents reporting that their children received care in the last 12 months from a doctor or health professional by race/ethnicity and insurance ( Less than half of children in the sample received any specialty care in the past year (Fig. 7) . This is may be a reflection of the low demand for specialty care among children. However, there are disparities in access to specialty care across racial and ethnic groups. Minorities, particularly Hispanic children, have Time limits on the survey precluded questions regarding the health status of the children. Nevertheless, minority children have higher mortality and morbidity rates than white children and are less likely to report being in excellent or good health. 6 Higher, or at least similar, rates of health care utilization for minority children compared to white children should be expected.
WHAT'S NEXT? CHALLENGES FACING THE MEDICAID PROGRAM AND THE US HEALTH CARE SYSTEM
Although Medicaid is successful in improving access to health care for poor children, challenges still remain. First, a sizable number of children, despite being eligible for Medicaid, are not enrolled. In 1997, 5.1 million of all Medicaid-eligible children were uninsured. 23 These children are more likely to be Hispanic, USborn children of foreign parents or to be foreign born (Table IV) Medicaid's role as a financing source is particularly important to these groups.
It is also clear that reducing financial barriers will not eliminate completely the inequalities in health care utilization and disparities in health status across different racial and ethnic groups. As discussed above, despite Medicaid's influence, minority children still exhibit poorer quality of health. Thus, strategies for the next century should focus on ensuring that all barriers to care are removed.
This will involve not only the guarantee of universal health care coverage for all children, but also the elimination of social, cultural, and behavioral barriers to optimum health and health care as well.
